Introduction
Adult deaths threaten the livelihood of entire families (1) and seriously affect the children's development (2,3) limit support on elderly (4, 5) and economic activities of households (6) . There is massive inequality in adult mortality. In some countries, the adult mortality is even higher after 2010 than that of 1990 and by sex, there is the highest women mortality in South Asia (7) . Lesotho has the highest (0.50) and San Marino has the lowest (0.05) male adult mortality rate which is 10 times gap each other (8) . Similarly, female adult mortality rate is 23 times higher in Lesotho (0.50) in comparison with Honduras (0.02) (9) . South African experience shows that adults could be protected with healthy lifestyle and behavior, disease prevention approaches and adult friendly health policy (10) . There are many factors associated adult mortality, which is different from neonatal, infant and maternal mortality. The risk factors; injuries, lifestyle, sexual behavior and other demographic factors were explored (11) but the situation of adult mortality with different varieties of health indicators have seldom been discussed. The concept of adult mortality rate was developed in Europe to investigate the economic value of human in productive age (12) . In comparison with all mortality, adult mortality is more important in term of national economy, sustainable development and family protection (13) and adult mortality is higher than other mortality due to more exposure with life-threatening events and injuries (14) . Studies in adult mortality rate; (important health indicator) are not enough and the relation with related programs and indicators are extremely dearth. Health status, risk and outcome indicators are necessary to set the priority and long-term health planning (15) and WHO highlighted that health indicators have significant role in sustainable planning and development (16) . A family health survey in India suggested that adult behavioral indicators (17) and sanitation indicators with infectious disease (18) are associated with adult mortality. To reduce adult death, it is necessary formulate special policy but before this, it is obligatory to find out the association between health-related indicator and adult mortality. Global, regional and national adult mortality show that infectious diseases, major noncommunicable diseases like heart problems, cancer, injuries, poor immunity in childhood and adapted health care system have strong influences on adult mortality (19) (20) (21) . Hygiene and sanitation, alcohol and tobacco use, child vaccination and health care expenditure explicitly determine the adult mortality. Socio-behavioral factors and biological factors (22, 23) were risk factors for adult death. Education, which is the means for life, affects the mortality and morbidity of adults (24, 25) . The structural factors like social conflicts, economic disparities, and health financing police are strongly associated with adult mortality (26) . Health expenditures are strongly associated with health outcomes and especially with reduction in child and adult mortality (27) . The association between health indicators and quality of life was explored (28) however there was not a lot of research using that model. The study and analysis of adult mortality tend to focus on risk factors and disease burden. In other words, research on adult mortality has been limited to individual factors but indifferent to program and indicators. There could be multiple associations between different health indicators like social determinants, human development and universal health coverage (UHC) (29) so that it is possible to access the proxy effect among them. This study will observe the association between demographics, diseases prevention, lifestyle and health financing indicators with adult mortality in a global context among UN country members. Probably, it is a first study to observe the vital health-related indicators for adult mortality and using data from diverse sources in different periods. Therefore, the aim of this study was to find the strength of association between key healthrelated indicator and adult mortality from UN country members.
Materials and Methods

Study design
In this multi-country cross-sectional study variables from different organizations and timeline were used. The outcome variable, adult mortality rate was for the 2012-13 period and input variables prior to 2013.
Data adoption model and sources
Data were created based on the Record Linkage theory applied by Dunn HL in 1946 (30) . The objectives of this model were to preserve the records, verify them and create the new statistics, however, those data originated in different purpose. Furthermore, this model was advanced by Jutte DP 2011 as Administrative Record Linkage as a tool for public health research (31) . We made the database from World Bank health data 2013 (32) , WHO health report tobacco epidemic (33) and alcohol information (34) and "The political economy of UHC (35) ( Table 1) .
Data management
We created new data by country for all 193 UN members. Data and outliers were cross-checked and missing data from some countries were excluded from the study. After verification and reverification, the data were exported into SPSS -20 version (Chicago, IL, USA).
Full complete data set 3. In third step, multi-variant analysis was performed using hierarchal linear regression models The data were interpreted by beta coefficient and P-value at the level of <0.05 and <0.001. The conclusion was drawn from the results hierarchical linear regression full model.
Structure of variables
All of the above variables are numerical except universal health coverage. UHC is combined with 3 indicators; legal obligation of UHC, skill birth attendance rate and health insurance coverage. Therefore, we applied the UHC as yes =1 and no =0 category. After making consistent variables, we performed the linear regression models.
Validity and reliability
We verified Word Bank, WHO and UNDP data used for this study. Likewise, the normality of data was checked by the observation of histogram and consistency of data was checked by Cronbach's alpha for appropriate variables. Universal health coverage is very wide concept and needs to check multicollinearity. Multicollinearity was checked by variance inflation factors (VIF) with the standard of less than 3.
Ethical aspects
The data is open access to everyone from above organizations and no need to take ethical approval.
Results
Descriptive statistics
Fifty-eight countries (30%) have achieved universal health care. Primary school enrollment and child vaccination (DPT-3) was almost achieved (>85%). Average population growth was less than 2%, more than 1/3 rd population did not achieve sanitation coverage and out-of-pocket payment for treatment was 61.1%. The average adult mortality rate of both sexes was 0.167±0.108 and male and female AMR was 0.209± 0.106 and 0.146± 0.105 (Table 2) . Cronbach's alpha 0.712, Variance inflation factors (VIF) with UHC and other factors <1.5 Table 3 shows the correlation status of all variables. Adult male mortality is positively associated population growth rate, alcohol consumption per year, prevalence adult smoking, out of pocket payment and government health expenditure (P<0.01). Likewise, it is negatively associated with economic growth rate, DPT 3 and sanitation coverage and universal health coverage. Similar trend can be observed in female adult mortality status. Female adult mortality had a strong positive association with population growth and strong negative association with DPT 3, sanitation and universal health coverage. Table 4 shows the association between all predicted indicators and male adult mortality. Note: The details of variables have been presented in methodology and Table 2 .
Adult mortality by hierarchical regression model
Discussion
Adult mortality is directly related to disease or condition of the individual but adult mortality rate is a key health indicator and associated with other related indexes. The average male adult mortality was 1.43 times higher than females (Table 2 ). In the US (36) and Japan (37), due to several risk factors for diseases and injury, adult mortality was higher in men. In raw correlation, adult mortality of both sexes was correlated with almost independent variables however, the result was interpreted by linear regression full model (model 4). Population growth rate, alcohol consumption, universal health coverage and vaccine coverage (DPT 3) childhood are strongly associated (P<0.05) with adult mortality rate among 11 major indicators in linear regression (full model).
In other words, this study is more useful to observe related program impact on adult mortality. There is a linear positive association between population growth rate and adult mortality for men and women. The adult mortality of men and women would increase by 0.379 and 0.437 with population growth rate. This estimation is similar to the demographic transition formula (38) and population estimation (39) . The adult mortality is high in South Asia, Africa and Middle East Asia where population growth is also high (40) . Similarly, there is linear negative association between universal health care and adult mortality status (26) . The adult mortality would decrease by 0.433 and 0.301 respectively for men and women with universal health coverage as like above study. UHC overall improves the population health by equity and access of preventive, promotive, curative and palliative health care without financial constraints (41) and health program like vaccination, sanitation, maternal and child health, nutrition, health education etc. are assured so that the adults could be strong from childhood. As a health care service modality, UHC with universal cooperative health insurance would reduce adult death (42) . Among men, the adult mortality is significantly higher (P=0.002, β~0.41) with alcohol consumption. There is no established causal relationship of alcohol consumption with fatal diseases but male drinking behavior would be responsible. Usually, male adult mortality increases with heavy and uncontrolled drinking behavior (43, 44) and this behavior has multiple impacts; increasing violence and murder, worsening of infectious diseases like tuberculosis and hepatitis, limiting life expectancy with liver and heart diseases, increasing mental diseases and suicide and increasing unintentional injuries due to drunk driving (45) . Moreover, unprotected sex behavior is common after alcohol consumption and the risk for sexually transmitted diseases particularly HIV is increased (46) . In South Africa, alcohol users were more vulnerable to risky sexual intercourse (47) and the prevalence of adult mortality was high in Africa due to this circumstance. The determinant indicators for male and female adult mortality are different. Child vaccination DPT -3 would reduce female adult mortality by 0.262 (P<0.01). The girl's death rate was 2 times higher for those not received the DPT vaccine in comparison with those who received the vaccine (48) which is similar to our findings. However, DPT vaccine was associated with higher mortality for girls (49) and obviously could not protect through the adult stage. The coverage of this study was wide and included all UN country members and 5 different sources of data. Major determinant indicators of adult mortality rate were examined however, there were not equal samples for all variables examined and those countries numbers may not enough from statistical perspective.
Conclusion
Population growth rate and alcohol consumption amount would increase the adult mortality rate but it can be reduced by universal health coverage. The UHC is ambitious goal for SDG and special attention should be provided nationally and globally.
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